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ABSTRACT:

Background: The majority of research on parenting behaviors in social phobia has been conducted with mother–child dyads, but there is still a gap in current knowledge about the role of fathers’ parenting behaviors and adolescence period. This study focuses on the role of parent gender, parental attitudes, and familial factors in an adolescent population.

Methods: Our study sample consisted of adolescents diagnosed with social phobia (n = 60), healthy non-clinical adolescents (n = 30), and the parents of adolescents with social phobia (n = 46) and non-clinical adolescents (n = 30). A Sociodemographic Information Form, Family Interview Inventory, Hamilton Depression Rating Scale, Hamilton Anxiety Rating Scale, Liebowitz Social Anxiety Scale, and The Parent Attitude Research Instrument were administered to all groups.

Results: The parents of adolescents with social phobia have reported a higher overprotective mothering attitude when compared to parents of healthy adolescents (Pmother < .001 and Pfather = .009). The mothers’ overprotective parenting style and the fathers’ avoidance levels were found as predictive factors for adolescents’ social phobia in logistic regression analysis (respectively; exp(β) = 0.868 and P = .002; exp(β) = 0.927 and P = .017).

Conclusion: Our results indicate the necessity of considering both the parents in the research. We suggest that controlled prospective future studies on different ages, diagnostic groups, and cultures, which will take the gender of both parents and patients into account, may reveal important data on the relation between parenting behaviors and social anxiety.
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Introduction

Social phobia (SP) is a prevalent mental disorder that often starts in early adolescence leading to impairment in school and social functioning.1 It is widely accepted that familial factors show a noteworthy role in the onset and course of SP.2,3 Studies consistently revealed that parental anxiety, parent–child attachment, perceived parenting style and practices, information processing biases, child temperamental characteristics, and negative life events such as maltreatment are the putative environmental risk factors.2,4

Research on the development of child anxiety has pointed particular attention to parental behaviors. In this area, one of the research subjects is how learning mechanisms may play a role in the development of anxiety. In their review, Fisak and Grill5 stated that the learning mechanisms: parental modelling, the transmission of information and reinforcement were significant factors in the development of child anxiety. They also referred to Bruch and Heimberg6 and also Caster et al7 who found that the parental modeling which involves isolation and increased levels of expressed concern about the opinion of others was associated particularly with social fears.5

In recent studies, not only the parental social behaviors but also the role of the gender of parents and children are considered. Challenging parenting behavior (CPB) that is based on theories on the role of fathers in child development include active physical and verbal behaviors that hearten children to push their envelope (e.g., encouragement of assertiveness or performances, rough and tumble plays, competitive games).8 First, Paquette9 described the father–child relationship that is called the “activation relationship” based on the father’s role in the child’s development. It is suggested through physical and challenging play that this “activation relationship” would aid to open the children to the world. Bogels and Phares’ review10 examined the role of the fathers in child anxiety and proposed a new model that the paternal challenging role more than the maternal protective role affects the development of child anxiety. Actually, controversial parenting roles are based on the course of human evolution; fathers are at the forefront regarding external preservation (confronting the external world), while mothers are at the forefront regarding internal protection (providing comfort and food).11 Bögels’ theory included that children might be more affected by the information signaled by paternal behaviors rather than maternal concerning probable external threats instinctively. Therefore, it suggested that in the development of child anxiety, fathers’ anxious parenting behaviors (more overprotective, less challenging) have influenced more than those of mothers’.12 Majdanzick et al13 stated CBP of mothers predicted child anxiety when studied as a separate predictor. However, that contribution was low when examined together with the CBP of fathers. On the other hand, the literature regarding CBP of mothers has contradictory findings that it predicted more,12 less,14 or no15,16 child anxiety.12 Majdandžić et al13 also reported that the CPB of fathers was an essential protective role in child anxiety development. Also, in Telman et al’s research,17 investigating the specificity of child–parent relationships in anxiety disorders, one of the interesting findings was that all fathers of children with SP had SP. Therefore, SP has been reported to show a specific familial transmission differently from other anxiety disorders, and fathers have a critical role in the development of SP,17 as suggested by Bögels.

Parenting styles are supposed to be another risk factor, and studies show that SP patients’ parents generally display overprotective, rejecting, or neglectful behaviors.18–21 Overprotection, which is considered more typical for the mother’s parenting role,10 inhibits gaining social skills and a sense of competency besides the development of autonomy in a child; also, the environment is perceived as unrestrainable, and child anxiety develops eventually.22 In recent years, in studies on parenting attitude in SP development, mother and father have been dealt with separately, and it has been observed that not only the mother’s overprotection3 but also the father’s rejection3,23 is important. Bögels10 suggested that fathers own an unequaled developmental impact on anxiety from childhood to adolescence. Mak et al23 revealed that father rejection predicted social anxiety in adolescence and suggested that activation relationship encourages youth to practice approaching novel social situations; thus father rejection may lead to being more fearful, avoidant of social situations, and more social isolation in youth.



MAIN POINTS


	An overprotective mothering attitude was a predictive factor for social phobia (SP).


	Not mothers’, only fathers’ avoidance levels have been found as a predictive factor for SP.


	Fathers with social avoidance behaviors may have shown low challenging parenting behavior and may have played a role in SP development.


	We suggest conducting prospective and observational studies in which the attitudes of both parents are taken into account separately in SP development.






One of the gaps in the field is that although SP has two peaks in late childhood and middle adolescence,24 most of the research is focused on the childhood period. According to a small number of studies in the adolescence period, mother overprotection3,25 and father rejection3,23 increased the development of SP. However, father overprotection reduced that in boys.26 In a limited number of studies conducted on social anxiety in adolescents, Knappe et al3 examined the association of parenting and social anxiety in adolescents and revealed that only mothers’ overprotection, not fathers’, and only fathers’ rejection, not mothers’, were associated with social anxiety. Similarly, Mak et al23 found father rejection, not mother rejection, predicted social anxiety in adolescence. Interestingly, Van Zalk et al26 reported that fathers’ overprotection predicted lower social anxiety for boys. It suggested that fathers’ overcontrol gives a sense of assertiveness and confidence rather than a limitation to sons as different from mothers. This article aimed to evaluate whether SP in adolescence is associated with specific parental attitudes, parental social anxiety, and avoiding behaviours and the gender effect of both parents and adolescents on these parameters. We hypothesized the following: H1: Adolescents whose parents have high levels of overprotection have high levels of social anxiety and avoidance. H2: Adolescents whose parents have high levels of social anxiety and avoidance have high levels of social anxiety and avoidance.


Methods

Participants

This study was planned as a cross-sectional study. Participants were of two groups: adolescents with SP and their parents (group 1), and the non-clinical adolescents and their parents (group 2). In group 1, there were 60 adolescents aged 14–24 who were admitted to the hospital first time or were in the first 3 months of treatment for social anxiety and met the DSM-IV criteria for diagnosis of SP. And also, in group 1, parents of the adolescents with SP (nmother = 46, nfather = 31) who were recruited to the study; 3 fathers singly, 18 mothers singly, and 28 parent dyads completed the study measures. Group 2 consisted of 30 adolescents age-gender matched who were admitted to the other outpatient clinics in the hospital, did not have a history of mental illness, and did not have any existing psychiatric complaints. Also, parents of non-clinical adolescents (nmother = 30, nfather= 30) were in group 2 (Table 1). Analyses were performed only on parent–adolescents living in the same household.


Procedure

All participants or legal guardians gave informed consent, and approval was obtained from the Ethics Committee of Dışkapı Yıldırım Beyazıt Training and Research Hospital (Approval Date: January 26, 2015; Approval Number: 19/38). The adolescent groups were screened with a structured clinical and diagnostic interview, SCID (Structured Clinical Interview for Diagnosis for DSM-IV), for psychiatric disorders by the psychiatrist at the relevant hospital. Parents were evaluated through their reports for psychiatric disorder history. All of the groups completed the Liebowitz Social Anxiety Scale (LSAS) for avoidance and anxiety behaviors. The adolescent groups were also screened with the Hamilton Depression Rating Scale (HDRS) and the Hamilton Anxiety Rating Scale (HARS) for the severity of depression and anxiety. The Parent Attitude Research Instrument (PARI) was administered for assessing parental attitudes toward both parents of adolescents.


Table 1. Sociodemographic Features of Group 1 and Group 2




	

	Group 1 (n = 60)
Mean (SD)

	Group 2 (n = 30)
Mean (SD)

	P






	Age

	19.33 (3.26)

	18.76 (3.08)

	.431




	Onset age

	14.05 (3.30)

	-

	-




	Education (year)

	11.27 (2.63)

	11.17 (2.56)

	.864




	Mother (age)

	45.52 (8.29)

	43.26 (6.11)

	.193




	Mother (education year)

	5.28 (3.22)

	7.63 (4.91)

	.008**




	Father (age)

	49.53 (7.59)

	47.46 (6.96)

	.222




	Father (education year)

	7.97 (3.43)

	8.76 (3.66)

	.311




	

	n (%)

	n (%)

	P




	Gender  Female 
 Male

	29 (48.33)
31 (51.66)

	19 (63.33)
11 (36.66)

	.179




	Marital status, Single 
 Married
 Divorced 

	50 (83.33)
10 (16.66)
0 (0)

	28 (93.33)
1 (3.33)
1 (3.33)

	.057ᶲ




	Occupation, Student
 Employee 
 Unemployed

	37 (61.66)
15 (25)
8 (13.33)

	16 (53.33)
7 (23.33)
7 (23.33)

	.482




	School, failure at lessons (yes vs no)

	9 (15)

	4 (13.33)

	.832




	School, absenteeism, lost year (yes vs no)

	8 (13.33)

	2 (6.66)

	.343




	Negative life event at onset (yes vs no)

	9 (15)

	-

	.027*ǂ




	Family income, medium income (vs lower income)

	26 (43.33)

	8 (26.66)

	.124




	Residential area; Urban area
 County
 City

	42 (70)
10 (16.66)
8 (13.33)

	19 (63.33)
7 (23.33)
4 (13.33)

	.740




	Migration (yes vs no)

	9 (15)

	4 (13.33)

	.832




	Primary caregiver 0-6 ages, Parents
 Relatives
 Baby-sitter

	56 (93.33)
2 (3.33)
2 (3.33)

	30 (100)
0 (0)
0 (0)

	.397ᶲ 




	Loss of parent, divorce, or separation from family

	Overall

	18 (30)

	2 (6.66)

	.014*ǂ




	0-7 years

	6 (10)

	0 (0)

	.078ᶲ




	8-11 years

	1 (1.66)

	1 (3.33)




	>12 years 

	 11 (18.33)

	1 (3.33)




	Violence in family (yes vs no)

	21 (35)

	5 (16.66)

	.070




	Maltreatment during childhood (yes vs no)

	18 (30)

	4 (13.33)

	.083




	*P < .05, **P < .01, ǂFisher’s exact test for 2 × 2 contingency table, ᶲFisher–Freeman–Halton test for 2 × 3 contingency table.

Group 1 represents adolescent with social phobia.

Group 2 represents healthy adolescents.







Scales

The Sociodemographic Questionnaire was developed by the investigators. Information about patients’ individual risk factors from early childhood development and negative life events was obtained. The demographic interview was conducted by the same psychiatrist who also conducted the diagnostic interview.

The Parental Attitude Research Instrument was used to investigate parental attitudes toward child-rearing and family, which was designed by Schaefer and Bell.27 The reliability and validity of the Turkish version were demonstrated by LeCompte et al.28 The coefficients of test–retest reliabilities of the dimensions were found between 0.58 and 0.88. The PARI score was calculated according to the parents’ answers on each item using a four-point Likert scale on which the respondents indicated whether they strongly agreed, mildly agreed, mildly disagreed, or strongly disagreed with each attitude. Based on the responses obtained from the PARI questionnaire, five dimensions of the four-point Likert scale were defined as follows: PARI1 (Overprotective mothering) was defined as overly controlling and intrusive parents who expect their children to be active, hardworking, dependent, and understandable. Sixteen items (1, 3, 4, 7, 11, 12, 14, 26, 27, 28, 32, 34, 36, 46, 51, and 57) were used to measure this subscale (e.g., “Children must be protected from tiring and hard work”). PARI2 (Democratic behaviors and definitions of equality) was defined as parenting practices that recognize the equal rights of children, support their ideas, relate as friends, and share many issues with them. Nine items (2, 13, 18, 22, 29, 37, 44, 45, and 59) were used to measure this subscale. (e.g., “If children disapprove of family rules, they should be welcome to tell their parents”). PARI3 (Mother’s “rejection of the housewife role” attitude) was defined as mothers depending on others to fulfill the typical requirements of motherhood, disliking spending long periods of time with their children, and being nervous and fearful of caring for a newborn. Thirteen items (6, 9, 16, 17, 21, 23, 31, 32, 41, 42, 49, 52, and 55) were used to measure this subscale (e.g., “No woman should be expected to care for a newborn baby alone”). PARI4 (Husband and wife incompatibility) referred to conflicts between the father and mother regarding child-rearing and a father who is emotionally absent and does not help the mother. Six items (8, 19, 33, 40, 48, and 54) were used to measure this subscale (e.g., “Some issues between parents cannot be resolved with a light discussion”). PARI5 (Harsh discipline) referred to negative attitudes toward child-rearing and included aggression, strict discipline, the suppression of sexual behavior, and absolute dominance of parents. Sixteen items (5, 10, 15, 20, 24, 25, 30, 35, 39, 43, 47, 50, 53, 56, 58, and 60) were used to measure this subscale (e.g., “The best adults emerge from children who are brought up with strict rules”). High scores from the dimensions show that the respondents support the attitude mentioned in this dimension. Other than the democratic attitude dimension, high scores from all the other dimensions show a negative parental attitude. In our study, Cronbach’s alpha values for mothers, fathers, and adolescents were found to be 0.90, 0.87, and 0.88, respectively. 

Hamilton Depression Rating Scale was developed by Hamilton29 to measure the severity of depression. The 17-item, 4 points Likert scale has a maximum score of 53. Scores ≥14 are indicative of depression. The Turkish version of the scale was reported to be valid and reliable for use, and the Cronbach’s alpha value was found to be 0.75.30 The participants in each study group filled in the scale taking into account their own situation. In our study, Cronbach’s alpha value was found to be 0.91.

Hamilton Anxiety Rating Scale was developed by Hamilton31 to determine the level of anxiety and distribution of symptoms and to measure the change in symptom severity. In this study, the inter-rater reliability was found to be between 0.91 and 0.95. It consists of 14 items that assess both mental and somatic symptoms. Each item is in a 4-point Likert type. The Turkish version of the scale was reported to be valid and reliable for use in Turkey by Yazıcı et al.32 The participants in each study group filled in the scale taking into account their own situation. In our study, Cronbach’s alpha value was found to be 0.86.

The Liebowitz Social Anxiety Scale was developed by Liebowitz33 to measure social anxiety levels and is made up of two subscales: anxiety and avoidance. The scale includes 24 items, the first subscale has 11 items for social relationships and the second one has 13 items for performance. The 4-point Likert-type scale measures the intensity of fear and avoidant behaviors during the previous week. The correlations and alpha coefficients for all the LSAS scales and subscales are high. Soykan et al34 studied the scale’s reliability and validity in Turkey and reported its internal validity (Cronbach’s alpha) 0.96. The participants in each study group filled in the scale taking into account their own situation. In this way, the anxiety and avoidance levels of parents (mother and father) and adolescents in social situations will be determined. In our study, Cronbach’s alpha values for mothers, fathers, and adolescents were found to be 0.89, 0.93, and 0.95, respectively. 

The Structured Clinical Interview for DSM-IV Axis I Disorders is a semi-structured interview for establishing the presence of major DSM-IV Axis I diagnoses. The interview takes about 25-60 min. Reliability studies with SCID-I have shown moderate to excellent levels of inter-rater agreement.35 In our study, because all SCID-I interviews were conducted by the same psychiatrist, an inter-rater agreement could not be determined. The scale was developed by First et al.36 it was adapted to Turkish by Özkürkçügil et al.37 and the validity and reliability of the scale were established.


Statistical Analysis

We hypothesized the following: H1: Adolescents whose parents have high levels of overprotection have high levels of social anxiety and avoidance. General linear model-multivariate analysis (2 × 2 MANOVA) was used for that. H2: Adolescents whose parents have high levels of social anxiety and avoidance have high levels of social anxiety and avoidance. Independent t-tests were used for that.

Descriptive statistics are given as mean (SD) or median and interquartile range (IQR) for continuous variables and frequency (n) and percentage (%) for categorical variables. Independent t-tests, Mann–Whitney U-test, Fisher’s exact test, and chi-square tests for comparative analysis and general linear model-multivariate analysis (2 × 2 MANOVA) were used for parental attitudes and social behaviors regarding adolescent’s gender and group effect in adolescents and their parents; MANCOVA was used for analysis in the mothers’ group because of the difference in mothers’ education level. We also used MANCOVA in group 1 and group 2 to control the interfering effect of depressive symptoms. Bonferroni correction is used in multiple comparisons in order to prevent inflating of significance in multiple comparisons. In multiple comparisons, the corrected alpha (αʹ = α/m) is calculated by dividing alpha (α) by the number of comparisons (m). Then, each H(i) hypothesis is tested against this new alpha (corrected alpha - αʹ-) level. On the other hand, adjusted P values (Pʹ) can also be calculated for these multiple H(i) hypotheses. In this case, the Pʹ value for each hypothesis will be P*m. In our study, we used corrected P (Pʹ) values instead of corrected α (αʹ). Risk factors were evaluated using binary logistic regression analysis by the forward conditional method. The significance level was established at P < .05. The Statistical Package of Social Sciences (IBM Corp. Released 2011. IBM SPSS Statistics for Windows, Version 20.0. Armonk, NY: IBM Corp.) was used for analysis. 


Results

Group Comparisons and Descriptive Statistics on Demographic and Familial Factors

We conducted independent t-tests and chi-square analyses to examine the baseline equivalence of group 1 and group 2 and two-parent groups on demographic variables. The results indicated that there was no statistically significant difference between group 1 and group 2 in terms of age, gender, education year, economic level, and employment (respectively: P = .431, P = .179, P = .864, P = .124). No statistically significant difference was found between the parents of the adolescents in terms of age (Pmother age = .193, Pfather age = .222,). Mothers of group 2 had statistically significantly higher education years with a mean of 7.6 (4.9) years than 5.28 (3.2) years of mothers of group 1 (P = .008). Seventy percent of group 1 (n = 42) and 63.33% of group 2 (n = 19) reported their birthplace and residential area as an urban area (P = .740), and the migration rate was 11.66% (n = 7) versus 13.33% (n = 4). No statistically significant difference was found in terms of both variables (P = .832). Table 1 provides t-test and chi-square analyses and descriptive statistics for familial and demographic variables between group 1 and group 2.


Negative Life Events, Childhood, and Adolescence

In relation to the early childhood period, while 30% of the group 1 member (n = 18) reported statistically significant higher parental loss, divorce, or separation rates in group 2, only two participants (6.66%) had a history of parental loss and divorce (P = .012). The primary caregiver was mostly parents in group 1 and group 2 between 0 and 6 years and was not statistically significant (respectively 93.33% [n = 56] vs 100% [n = 30], P = .553). Thirty-five percent of group 1 members (n = 21) reported experiencing violence in the family; it was 16.66% in group 2 (n = 5). The difference between the groups was not statistically significant (P = .070). Eight adolescents with SP (13.33%) reported negative life events related to SP onset. They reported failure at education, but not at a significant level (P = .832). The groups were also similar for marital status, occupation, and education level (respectively: P = .077, P = .482, and P = .864). There were no statistically significant differences (Table 1).


Group Comparisons on Clinical Variables

Comorbidity rates in group 1 were as follows: depression (n = 5, 8.33%), obsessive-compulsive disorder (n = 2, 3.33%), impulse control disorders (n = 2, 3.33%), panic disorder (n = 1, 1.66%), and others (n = 2, 3.33%). No psychiatric disorder was found in group 2. The severity of depression (median = 4) and anxiety (median = 16) in group 1 was statistically higher than group 2 (Mann–Whitney U-test, Pdepression = .038, Panxiety < .001). The rate of at least one suicide attempt was 11.66% (n = 7) in group 1. There is no suicide attempt in group 2 and no statistical difference was found (Fisher’s exact test, P = .090). Group 1 and group 2 showed a non-significant difference in the rates of separation anxiety (28.33%, n = 17 for group 1 and 13.33%, n = 4 for group 2) in the childhood period (P = .113) (Table 2).

Three adolescents (8.33%) were smoking, and four adolescents (n = 6.66%) were using alcohol in group 1. There was no statistically significant difference between the groups in terms of smoking and alcohol use (respectively: P = .370, P = 1). Family histories of psychiatric disorders were reported as 25% (n = 15) versus 10% (n = 3) in group 1 and group 2. There was no significant difference between group 1 and group 2 in terms of comorbid psychiatric disorders (P = .092). The comorbid psychiatric disorders in the family of groups 1 and 2 were similar and no statistically significant difference was found (P = .094) (Table 2).


Table 2. Clinical Characteristics of the Groups




	

	Group 1, n (%)

	Group 2, n (%)

	P






	Comorbidity (yes)

	15 (25)

	3 (10)

	.094




	Suicide (yes)

	7 (11.66)

	0 (0)

	 .090ǂ




	Smoking (yes)

	3 (5)

	3 (10)

	.370




	Alcohol abuse (yes)

	4 (6.66)

	2 (6.66)

	 1.000




	Separation anxiety (childhood) (yes)

	17 (28.33)

	4 (13.33)

	 .113




	Mother, psychiatric disorder (yes)

	10 (16.66)

	1 (3.33)

	 .092




	Father, psychiatric disorder (yes)

	4 (6.66)

	2 (6.66)

	 1.000




	Family, psychiatric disorder (yes)

	15 (25)

	3 (10)

	 .094




	Group 1 represents adolescent with social phobia.

Group 2 represents healthy adolescents.

ǂFisher’s exact test for 2 × 2 contingency tables.








Parental Anxiety-Avoidance Behaviors

H1 hypothesis was confirmed by analysis. We used 2 × 2 MANCOVA to investigate adolescents’ gender and group (group 1 and group 2) effects and covariance of depression. We found that LSAS anxiety-avoidance scores were statistically significantly higher in group 1 (Father: Fgroup=3.712, P = .031, Mother: Fgroup=3.427, P = .038). After controlling for mothers’ educational level, we found only a statistically significant group effect for the fathers’ group’s avoidance subscale (P = .008). There was no statistically significant effect of adolescents’ gender on any outcome variable (Pmother = .923, Pfather = .582) (Table 3).


Parental Attitudes

H2 hypothesis was confirmed by analysis. Parental attitudes of group 1 and group 2 were compared with regard to gender through the PARI subscales. Both parents reported higher overprotective mothering (PARI1) styles. For mothers, the total year of education was used as a covariate in the analysis because of the significant difference in the mother’s education levels. The results of multivariate analysis of mothers’ and fathers’ PARI measures showed statistically significant differences for groups 1 and 2 as follows: PARImotherP = .001; PARIfatherP = .042.

Univariate analyses were examined for group differences. The mothers and fathers of group 1 had statistically significantly higher scores than the mothers and fathers of the control group in the overprotective mothering subscale (PMotherPARI1 < .001, PFatherPARI1 = .009). No statistically significant group or gender differences were found in other parenting attitudes (P > .05) (Table 4).


Regression Analysis

We applied binary logistic regression analysis by the conditional forward method. In the analysis, the group (group 1 vs group 2) was the dependent variable and the patients’ and parents’ LSAS and PARI subscale scores, presence of negative life events, and separation anxiety were independent variables.

According to the logistic regression analysis results, the mothers’ overprotective attitude and the fathers’ avoidance levels were statistically significant predictive factors for adolescents’ SP (respectively; β = 0.868 and P = .002; β = 0.927 and P = .017) (Table 5).


Discussion

According to current models, the development of SP depends on individual factors like genetics, temperament, and traumatic experiences in childhood and also social factors such as parenting, attachment styles, peer relationships along with cultural factors.2,38,39 In this article, we aimed to evaluate whether SP in adolescence is associated with specific parental attitudes, parental social anxiety and avoiding behaviors, and the gender effect of both parents and adolescents on these parameters.


Table 3. MANOVA and ANOVA Results According to Mother and Father LSAS Scores




	Dependent Variable

	Mean (SD)

	Std. Err.

	Sig.

	95% CI




	Lower Bound

	Upper Bound






	Father LSAS-Ax

	Group 1

	46.87 (10.1)

	2.07

	0.058

	42.72

	51.02




	Group 2

	41.10 (12.2)

	2.14

	36.80

	45.40




	Father LSAS-Av

	Group 1

	46.72 (10.3)

	1.96

	0.008

	42.80

	50.65




	Group 2

	38.97 (10.9)

	2.02

	34.90

	43.03




	Mother LSAS-Ax

	Group 1

	51.68 (14.4)

	1.97

	0.024

	47.74

	55.61




	Group 2

	44.31 (11.2)

	2.52

	39.28

	49.35




	Mother LSAS-Av

	Group 1

	50.59 (12.4)

	1.90

	0.014

	46.79

	54.39




	Group 2

	42.81 (10.9)

	2.44

	37.94

	47.67




	Covariates appearing in the model are evaluated at the following values: depression score = 4.569 ± 2.97.

Multivariate test results for Father’s LSAS scores: Fgroup = 3.712, P = .031; FGender = 0.547, P = .582; FGroup*Gender = 0.984, P = .380.

Multivariate test results for Mother’s LSAS scores: Fgroup = 3.427, P = .038; FGender = 0.080, P = .923; FGroup*Gender = 1.261, P = .290.

According to this table, while the social anxiety scores of the parents caused a significant difference between the groups, no significant effect of gender or group*gender interaction was found (for father, P = .380 and for mother P = .290).

MANOVA, Multivariate Analysis of Variance; ANOVA, Analysis of Variance; LSAS, Liebowitz Social Anxiety Scale.








After controlling for mothers’ educational level, we found that -not mothers’ social anxiety and avoidance- only father’s social avoidance were predictors for SP. Early research usually focused on the behaviors of mothers, but growing literature examined the role of anxious behaviors of fathers. Paquette9 described the father-child “activation relationship” (different from the mother-child “attachment relationship”), which is also called CPB, as active verbal and physical behaviors of fathers’ that encourage independence, curiosity, and competition. Recent studies revealed that children are more susceptible to paternal signals,10,13 and CPB prevents the development of anxiety in children.10–13 Besides, in a study that includes all anxiety disorders, SP has been reported to show familial transmission differently from other anxiety disorders, and fathers have a critical role in that.17 We found that similar to the literature, adolescents were more sensitive to anxiety and avoidance signals from the father-like children, and fathers’ social avoidance was a predictor for SP. Fathers with social avoidance behaviors may have shown low CPB and may have played a role in SP development.17


Table 4. MANOVA and ANOVA Results According to Adolescent, Mother, and Father PARI Scores




	

	Groups 

	Mean (SD)

	Std. Err.

	Sig. 

	95% CI




	Lower Bound

	Upper Bound






	Mother PARI1

	Group 1

	49.79 (7.6)

	1.10

	<0.001

	47.58

	51.99




	Group 2

	42.76 (6.8)

	1.45

	39.85

	45.67




	Mother PARI2

	Group 1

	23.25 (3.3)

	0.46

	0.294

	22.32

	24.18




	Group 2

	22.43 (2.8)

	0.61

	21.20

	23.66




	Mother PARI3

	Group 1

	30.64 (7.7)

	1.04

	0.915

	28.56

	32.71




	Group 2

	30.45 (5.4)

	1.37

	27.71

	33.19




	Mother PARI4

	Group 1

	16.76 (3.6)

	0.51

	0.070

	15.73

	17.79




	Group 2

	15.18 (3.2)

	0.68

	13.81

	16.54




	Mother PARI5

	Group 1

	39.37 (8.7)

	1.24

	0.414

	36.88

	41.85




	Group 2

	37.67 (7.5)

	1.64

	34.40

	40.95




	Father PARI1

	Group 1

	48.64 (8.3)

	1.30

	0.009

	46.04

	51.25




	Group 2

	43.56 (6.4)

	1.36

	40.83

	46.30




	Father PARI2

	Group 1

	23.13 (3.7)

	0.63

	0.327

	21.86

	24.41




	Group 2

	22.22 (3.4)

	0.66

	20.88

	23.56




	Father PARI3

	Group 1

	30.46 (5.6)

	1.06

	0.060

	28.34

	32.59




	Group 2

	27.51 (6)

	1.11

	25.27

	29.74




	Father PARI4

	Group 1

	14.19 (3.3)

	0.61

	0.093

	12.96

	15.41




	Group 2

	12.67 (3.3)

	0.64

	11.38

	13.96




	Father PARI5

	Group 1

	38.02 (7.5)

	1.28

	0.438

	35.44

	40.60




	Group 2

	36.56 (6.6)

	1.35

	33.85

	39.26




	Group 1 represents the adolescents with social phobia.

Group 2 represents healthy adolescents.

PARI1, Overprotective mothering; PARI2, Democratic behaviors and definitions of equality; PARI3, Mothers’ rejection of housewife role; PARI4, Husband and wife incompatibility; PARI5, Harsh Discipline.

Multivariate test results for Mother’s PARI scores: Fgroup = 5.105, P = .001; FGender = 0.565, P = .726; FGroup*Gender = 0.661, P = .654.

Multivariate test results for Father’s PARI scores: Fgroup = 2.502, P = .042; FGender = 1.367, P = .251; FGroup*Gender = 0.288, P = .918.

According to this table, maternal PARI scores (overall) have a significant effect in the group with social anxiety. The univariate analysis determined that maternal PARI1, one of the PARI sub-dimensions, had a significant effect (P < .001), while other subgroups (PARI2, 3, 4, and 5) did not (respectively: P = .294, P = .914, P = .070, P = .414). Finally, paternal PARI scores (overall) have a significant effect in the group with social anxiety. The univariate analysis determined that paternal PARI1, one of the PARI sub-dimensions, had a significant effect (P = .009), while other subgroups (PARI2, 3, 4, and 5) did not (respectively: P = .327, P = .060, P = .093, P = .438).

MANOVA, Multivariate Analysis of Variance; ANOVA, Analysis of Variance; LSAS, Liebowitz Social Anxiety Scale.








Table 5. Binary Logistic Regression Analysis of Predictor Variables in SP Group




	

	Sig.

	Exp(β)

	95% CI for Exp(β)




	Lower

	Upper






	Father LSAS-Av

	0.017

	0.927

	0.870

	0.987




	MotherPARI1

	0.002

	0.868

	0.793

	0.950




	Constant 

	0.000

	19 482.16

	-

	-




	Adjusted R
2: 0.382 and P value for Omnibus test: .008.

SP, social phobia.

Other variables and their P values included in the logistic regression analysis but not found to be significant: MotherLSAS-Ax, P = .167; MotherLSAS-Av, P = .199; Negative life event at onset, P = .216; Separation anxiety (childhood), P = .457; Father PARI1, P = .231.







In our study, when we examined different perspectives of family members on five parental attitudes, “overprotective mothering” was observed by both fathers and mothers in adolescents with SP. However, overprotective mothering has been found as a predictor of SP. Overprotection inhibits gaining social skills and a sense of competency besides the development of autonomy in a child; also, the environment is perceived as unrestrainable, and child anxiety develops eventually.22 In childhood research, although overprotectiveness was identified as a factor in developing all anxiety disorders,3,10,11,22,40 it was found mostly associated with SP.17,41 However, recent studies have shown that neither mothers’ nor fathers’ overprotective attitude is related to the development of anxiety8; furthermore, it has been reported that the mothers’ overprotectiveness reduces the development of anxiety.13 This finding has emerged contrary to13 hypotheses and has been explained as some degree of overprotection may be normative in the early years, and the parents of the sample from relatively high SES may not have exhibited more overprotective behaviors that may provoke child anxiety.8

As well as contradictory results in childhood research, there are few studies on the perspectives of adolescents on parenting styles in spite of mid-adolescence being the other risky period for SP onset. Van Zalk et al26 reported that mothers’ overprotectiveness was increased at the end of 2 years in boy adolescents with SP, while fathers’ overprotectiveness reduces the development of SP. They stated fathers’ over-control might be associated with signals of assertiveness and confidence rather than restraint for boys. In Mak et al’s study,23 father rejection was reported to increase the development of SP. Türe et al42 and Ghazwani et al43 reported that adolescents with social anxiety perceive as overprotectiveness of their parents. On the other hand, Dwairy et al44 indicated that any mental illnesses were not related to authoritarian parenting style.

Conflicting findings regarding the overprotectiveness in the literature may be related to different sampling ages, whether to temperament characteristics of the children are taken into account, and the difference in measurement instruments. In our study, parental attitudes were evaluated with PARI, and it was found that an overprotective mothering attitude was a predictor of the development of SP. There was no difference in the subscales of democratic attitude, rejection, marital discord, and strict discipline, which are the other subscales of PARI. In one of the studies conducted with PARI in the literature, it was seen that the democratic attitude increased social initiative in adolescents.45 In another study, the democratic attitude was more common in parents of children with SP, and they attributed this result to the absence of fathers’ data in the study.46 Although studies with PARI47–49 seen that the scale was applied to both parents, some questions about overprotection (It is a mother’s duty to make sure she knows her child’s innermost thoughts.) and almost all questions about rejection (Mothers often feel that they cannot stand their children a moment longer.) are related to the mother. In our study, the evaluation of the difference in parental attitudes according to parental gender may have been limited. On the other hand, most of the items pertain to the cognitive aspect of attitudes. Hence, it may have not exactly reflected the practice in the family. Therefore, we suggest conducting prospective and observational studies in which the attitudes of both parents are taken into account separately in SP development.

We can state that the strengths of this paper are the adolescence with SP and non-clinical adolescents, the evaluation of both parents, and the evaluation of the effect on the gender of both adolescents and the parents. Second, the elaboration of familial and environmental variables in the youth period provided multi-dimensional and multi-informant evaluations in the investigation of variables related to the etiology of SP. On the other hand, the retrospective nature of the data and small size, lack of evaluation of parental psychopathology by standardized tools, and use of a self-report scale for parental attitudes are the limitations simultaneously.

We have attempted to focus on the association between environmental factors and gender in SP with the comparative non-clinical group and their parents for modeling the associated risk factors in adolescence. Similar to the literature on childhood anxiety and parenting styles, a reciprocal relationship seems to continue between parental attitudes and anxiety-avoidance behaviors. However, no sufficient evidence supports a causal effect. The fact that both of the parents, but not adolescents, reported overprotective mothering and also fathers’ significantly higher avoidance levels indicate the necessity of considering both of the parents in the research. We suggest that controlled prospective future studies on different ages, diagnostic groups, and cultures, which will take the gender of both parents and patients into account, may reveal important data on parenting behavior and social anxiety.


Ethics Committee Approval: Ethical committee approval was received from the Ethics Committee of Dışkapı Yıldırım Beyazıt Training and Research Hospital (approval No:19/38).

Informed Consent: Written informed consent was obtained from all participants who participated in this study.

Peer Review: Externally peer-reviewed.

Author Contributions: Concept – G.Ö., S.Ö.; Design – G.Ö., S.Ö.; Supervision – M.U., S.Ö.; Data Collection and/or Processing – G.Ö., E.K., G.C.; Analysis and/or Interpretation – M.U., S.Ö.; Literature Review – G.Ö., E.K., G.C.; Writing – G.Ö., S.Ö.; Critical review – M.U., S.Ö.

Declaration of Interests: The authors have no conflicts of interest to declare.

Funding: The authors declared that this study has received no financial support.


References


	  1. Knappe, S, Beesdo-Baum, K,  & Wittchen, HU. (2010). Familial risk factors in social anxiety disorder: calling for a family-oriented approach for targeted prevention and early intervention. Eur Child Adolesc Psychiatry, 19(12), 857-871, (https://doi.org/10.1007/s00787-010-0138-0). 

	  2. Bögels, SM,  & Brechman-Toussaint, ML. (2006). Family issues in child anxiety: attachment, family functioning, parental rearing and beliefs. Clin Psychol Rev, 26(7), 834-856, (https://doi.org/10.1016/j.cpr.2005.08.001). 

	  3. Knappe, S, Beesdo-Baum, K, Fehm, L, Lieb, R,  & Wittchen, HU. (2012). Characterizing the association between parenting and adolescent social phobia. J Anxiety Disord, 26(5), 608-616, (https://doi.org/10.1016/j.janxdis.2012.02.014). 

	  4. Ollendick, TH, Benoit, KE,  & Parent–Child, A. (2012). A parent-child Interactional model of social anxiety disorder in youth. Clin Child Fam Psychol Rev, 15(1), 81-91, (https://doi.org/10.1007/s10567-011-0108-1). 

	  5. Fisak, B,  & Grills-Taquechel, AE. (2007). Parental modeling, reinforcement, and information transfer: risk factors in the development of child anxiety? Clin Child Fam Psychol Rev, 10(3), 213-231, (https://doi.org/10.1007/s10567-007-0020-x). 

	  6. Bruch, MA,  & Heimberg, RG. (1994). Differences in perceptions of parental and personal characteristics between generalized and nongeneralized social phobics. J Anxiety Disord, 8(2), 155-168, (https://doi.org/10.1016/0887-6185(94)90013-2). 

	  7. Caster, JB, Inderbitzen, HM,  & Hope, D. (1999). Relationship between youth and parent perceptions of family environment and social anxiety. J Anxiety Disord, 13(3), 237-251, (https://doi.org/10.1016/s0887-6185(99)00002-x). 

	  8. Majdandžić, M, de Vente, W,  & Bögels, SM. (2016). Challenging parenting behavior from infancy to toddlerhood: etiology, measurement, and differences between fathers and mothers. Infancy, 21(4), 423-452, (https://doi.org/10.1111/infa.12125). 

	  9. Paquette, D. (2004). Theorizing the father-child relationship: mechanisms and developmental outcomes. Hum Dev, 47(4), 193-219, (https://doi.org/10.1159/000078723). 

	10. Bögels, S,  & Phares, V. (2008). Fathers’ role in the etiology, prevention and treatment of child anxiety: a review and new model. Clin Psychol Rev, 28(4), 539-558, (https://doi.org/10.1016/j.cpr.2007.07.011). 

	11. Bögels, SM,  & Perotti, EC. (2011). Does father know best? A formal model of the paternal influence on childhood social anxiety. J Child Fam Stud, 20(2), 171-181, (https://doi.org/10.1007/s10826-010-9441-0). 

	12. Majdandžić, M, Möller, EL, de Vente, W, Bögels, SM,  & van den Boom, DC. (2014). Fathers’ challenging parenting behavior prevents social anxiety development in their 4-year-old children: a longitudinal observational study. J Abnorm Child Psychol, 42(2), 301-310, (https://doi.org/10.1007/s10802-013-9774-4). 

	13. Majdandžić, M, de Vente, W, Colonnesi, C,  & Bögels, SM. (2018). Fathers’ challenging parenting behavior predicts less subsequent anxiety symptoms in early childhood. Behav Res Ther, 109, 18-28, (https://doi.org/10.1016/j.brat.2018.07.007). 

	14. Lazarus, RS, Dodd, HF,  & Majdandžić, M. (2016). The relationship between challenging parenting behaviour and childhood anxiety disorders. J Affect Disord, 190, 784-791, (https://doi.org/10.1016/j.jad.2015.11.032). 

	15. Fliek, L, Daemen, E, Roelofs, J,  & Muris, P. (2015). Rough-and-tumble play and other parental factors as correlates of anxiety symptoms in preschool children. J Child Fam Stud, 24(9), 2795-2804, (https://doi.org/10.1007/s10826-014-0083-5). 

	16. Möller, EL, Majdandžić, M,  & Bögels, SM. (2015). Parental anxiety, parenting behavior, and infant anxiety: differential associations for fathers and mothers. J Child Fam Stud, 24(9), 2626-2637, (https://doi.org/10.1007/s10826-014-0065-7). 

	17. Telman, LGE, van Steensel, FJA, Maric, M,  & Bögels, SM. (2018). What are the odds of anxiety disorders running in families? A family study of anxiety disorders in mothers, fathers, and siblings of children with anxiety disorders. Eur Child Adolesc Psychiatry, 27(5), 615-624, (https://doi.org/10.1007/s00787-017-1076-x). 

	18. Lieb, R, Wittchen, HU, Höfler, M, Fuetsch, M, Stein, MB,  & Merikangas, KR. (2000). Parental psychopathology, parenting styles, and the risk of social phobia in offspring: a prospective-longitudinal community study. Arch Gen Psychiatry, 57(9), 866, (https://doi.org/10.1001/archpsyc.57.9.859). 

	19. Bögels, SM, van Oosten, A, Muris, P,  & Smulders, D. (2001). Familial correlates of social anxiety in children and adolescents. Behav Res Ther, 39(3), 273-287, (https://doi.org/10.1016/s0005-7967(00)00005-x). 

	20. Greco, LA,  & Morris, TL. (2002). Paternal child-rearing style and child social anxiety: investigation of child perceptions and actual father behavior. J Psychopathol Behav Assess, 24(4), 259-267, (https://doi.org/10.1023/A:1020779000183). 

	21. McLeod, BD, Wood, JJ,  & Weisz, JR. (2007). Examining the association between parenting and childhood anxiety: a meta-analysis. Clin Psychol Rev, 27(2), 155-172, (https://doi.org/10.1016/j.cpr.2006.09.002). 

	22. Buss, KA,  & Kiel, EJ. (2013). Temperamental risk factors for pediatric anxiety disorders. VasaR. A.RoyA. K., Pediatric Anxiety Disorders: A Clinical Guide, New York, Springer, 47-68. 

	23. Mak, HW, Fosco, GM,  & Feinberg, ME. (2018). The role of family for youth friendships: examining a social anxiety mechanism. J Youth Adolesc, 47(2), 306-320, (https://doi.org/10.1007/s10964-017-0738-9). 

	24. Knappe, S, Sasagawa, S,  & Creswell, C. (2015). Developmental epidemiology of social anxiety and social phobia in adolescents. RantaK.La GrecaA. M.Garcia-LopezL.-J.MarttunenM., Social Anxiety and Phobia in Adolescents: Development, Manifestation and Intervention Strategies, Switzerland, Springer International Publishing, 39-70. 

	25. Bynion, TM, Blumenthal, H, Bilsky, SA, Cloutier, RM,  & Leen-Feldner, EW. (2017). Dimensions of parenting among mothers and fathers in relation to social anxiety among female adolescents. J Adolesc, 60, 11-15, (https://doi.org/10.1016/j.adolescence.2017.07.004). 

	26. Van Zalk, N, Tillfors, M,  & Trost, K. (2018). Mothers’ and Fathers’ worry and over-control: one step closer to understanding early adolescent social anxiety. Child Psychiatry Hum Dev, 49(6), 917-927, (https://doi.org/10.1007/s10578-018-0807-7). 

	27. Schaefer, ES,  & Bell, RQ. (1958). Development of a parental attitude research instrument. Child Dev, 29(3), 339-361, (https://doi.org/10.1111/j.1467-8624.1958.tb04891.x). 

	28. LeCompte, G, LeCompte, A,  & Özer, S. (1978). Üç Sosyoekonomik Düzeyde ankaralı Annelerin Çocuk Yetiştirme Tutumları: Bir Ölçek Uyarlaması. Psikhol Derg, 1, 5-9. 

	29. Hamilton, M. (1960). A rating scale for depression. J Neurol Neurosurg Psychiatry, 23, 56-62, (https://doi.org/10.1136/jnnp.23.1.56). 

	30. Akdemir, A, Türkçapar, MH, Orsel, SD, Demirergi, N, Dag, I,  & Ozbay, MH. (2001). Reliability and validity of the Turkish version of the Hamilton Depression Rating Scale. Compr Psychiatry, 42(2), 161-165, (https://doi.org/10.1053/comp.2001.19756). 

	31. Hamilton, M. (1959). The assessment of anxiety states by rating. Br J Med Psychol, 32(1), 50-55, (https://doi.org/10.1111/j.2044-8341.1959.tb00467.x). 

	32. Yazıcı, MK, Demir, B, Tanrıverdi, N, Karaağaoğlu, E,  & Yolaç, P. (1998). Hamilton Anksiyete.  Deðerlendirme Ölçeği, değerlendiriciler arası güvenirlik ve geçerlik çalışması. Türk Psikiyatri Dergisi, 9, 114-117. 

	33. Liebowitz, MR. (1987). Social phobia. Mod Probl Pharmacopsychiatry, 22, 141-173, (https://doi.org/10.1159/000414022). 

	34. Soykan, C, Ozgüven, HD,  & Gençöz, T. (2003). Liebowitz social anxiety scale: the Turkish version. Psychol Rep, 93(3 Pt 2), 1059-1069, (https://doi.org/10.2466/pr0.2003.93.3f.1059). 

	35. Lobbestael, J, Leurgans, M,  & Arntz, A. (2011). Inter-rater reliability of the Structured Clinical Interview for DSM-IV Axis I disorders (SCID I) and Axis II disorders (SCID II). Clin Psychol Psychother, 18(1), 75-79, (https://doi.org/10.1002/cpp.693). 

	36. First, MB. (1997). Structured Clinical Interview for,  DSM-IV Axis I Disorders SCID-I: Clinician Version, Scoresheet, American Psychiatric Press. 

	37. Özkürkçügil, A, Aydemir, Ö, Yıldız, M, Esen Danacı, A,  & Köroğlu, EIV. (1999). DSM-IV Eksen I Bozuklukları Için Yapılandırılmış Klinik Görüşmenin Türkçe’ye Uyarlanması ve Güvenilirlik Çalışması. Dializ Transplant Yanik, 12, 233-236. 

	38. Ollendick, TH,  & Hirshfeld-Becker, DR. (2002). The developmental psychopathology of social anxiety disorder. Biol Psychiatry, 51(1), 44-58, (https://doi.org/10.1016/s0006-3223(01)01305-1). 

	39. Cooper, PJ, Fearn, V, Willetts, L, Seabrook, H,  & Parkinson, M. (2006). Affective disorder in the parents of a clinic sample of children with anxiety disorders. J Affect Disord, 93(1-3), 205-212, (https://doi.org/10.1016/j.jad.2006.03.017). 

	40. Creswell, C, Murray, L, Stacey, J,  & Cooper, P. (2011). Parenting and child anxiety. Anxiety Disord Child Adolesc, 2, 299-322. 

	41. Rapee, RM,  & Spence, SH. (2004). The etiology of social phobia: empirical evidence and an initial model. Clin Psychol Rev, 24(7), 737-767, (https://doi.org/10.1016/j.cpr.2004.06.004). 

	42. Türe, H. (2013). Tıp Fakültesi Öğrencilerinde Sosyal Anksiyete Düzeyini Etkileyen Etkenler, Anne-Babaya Bağlanma ve.  Yetişkin Bağlanma Biçimleri. Anatol J Psychiatry, /, Anadolu Psikiyatri Dergisi, 14, 310-317. 

	43. Ghazwani, JY, Khalil, SN,  & Ahmed, RA. (2016). Social anxiety disorder in Saudi adolescent boys: prevalence, subtypes, and parenting style as a risk factor. J Family Community Med, 23(1), 25-31, (https://doi.org/10.4103/2230-8229.172226). 

	44. Dwairy, M. (2004). Parenting styles and mental health of Palestinian–Arab adolescents in Israel. Transcult Psychiatry, 41(2), 233-252, (https://doi.org/10.1177/1363461504043566). 

	45. Keskin, GÇ. (2008). Ergenlerin ruhsal durumlari ve anne baba tutumlari ile baglanma stilleri arasindaki iliskinin incelenmesi/relationship between mental health, parental attitude and attachment style in adolescence. Sivas, 9, 139-147. 

	46. Çetinkaya, M, Üneri, ÖŞ,  & Göker, Z. (2018). Serum oxytocin and vasopressin levels in children with social anxiety disorder and the effects of parent characteristics. Psychiatry Clin Psychopharmacol, 28(3), 261-267, (https://doi.org/10.1080/24750573.2018.1505280). 

	47. Sümer, N, Gündoğdu Aktürk, E,  & Helvacı, E. (2010). Anne-Baba Tutum ve Davranışlarının Psikolojik Etkileri: Türkiye’de Yapılan Çalışmalara Toplu Bakış. Türk Psikhol Yazıları, 13, 42-59. 

	48. Uncu, Y, Vural, P, Büyükuysal, C, Alper, Z,  & Kiliç, EZ. (2014). How parental attitudes affect the risky computer and Internet usage patterns of adolescents: a population-based study in the Bursa District of Turkey. Cent Eur J Public Health, 22(4), 266-272, (https://doi.org/10.21101/cejph.a4012). 

	49. Aslışen, ET. (2017). 5-6 Yaş Çocuklarının ve Ebeveynlerinin Bazı Alışkanlıkları İle Ebeveynlerin Çocuk Yetiştirme Tutumları Arasındaki Farklılıklara İlişkin Bir Çalışma. Başkent Univ J Educ, 4, 11-28. 




Received: May 4, 2021

Accepted: March 3, 2022


[image: Content of this journal is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License.] Content of this journal is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License.

OEBPS/images/ap_logo.jpg





OEBPS/images/BY_NC-license.png





OEBPS/toc.xhtml



		Anxiety-Promoting Parenting Behaviors in Adolescents with Social Anxiety: Controlled with a Non-Clinical Sample

		Introduction

		MAIN POINTS







		Methods

		Participants


		Procedure


		Scales


		Statistical Analysis







		Results

		Group Comparisons and Descriptive Statistics on Demographic and Familial Factors


		Negative Life Events, Childhood, and Adolescence


		Group Comparisons on Clinical Variables


		Parental Anxiety-Avoidance Behaviors


		Parental Attitudes


		Regression Analysis







		Discussion


		References













